Note: Silver 73 health plans are only available to Vermonters with qualifying
incomes. To see if you qualify, visit the Plan Comparison Tool

at https://vt.checkbookhealth.org or call

1-855-899-9600.

2018
Silver 73 Plans

HEALTH
C‘ONNECT

Silver 73 HDHP (can pair with HSA) MVP VT Plus
Non-Standard

Silver 73

Blue Rewards Silver|

2018 Silver 73 Plans Standard Silver 73

2018
Silver 77 Plans

2018 Silver Plan Designs

Note: Silver 77 health plans are only available to Vermonters with qualifying
incomes. To see if you qualify, visit the Plan Comparison Tool

at https://vt.checkbookhealth.org or call

1-855-899-9600.

with Cost-Sharing Reductions

Note: Silver 87 health plans are only available to Vermonters with qualifying incomes.
To see if you qualify, visit the Plan Comparison Tool at https://ut. org
orcall

1-855-899-9600.

2018
Silver 87 Plans

Silver 77 HDHP (can pair with HSA) MVP VT Plus
Non-Standard

Silver 77

Blue Rewards Silver|
77

Silver 87 HDHP (cannot pair with HSA) MVP VT Plus
Non-Standard

Silver 87

Blue Rewards Silver|

2018 Silver 87 Plans )

Standard Silver 87

2018
Silver 94 Plans

2018 Silver 94 Plans

Note: Silver 94 health plans are only available to Vermonters with qualifying
incomes. To see if you qualify, visit the Plan Comparison Tool

at https://vt.checkbookhealth.org or call

1-855-899-9600.

Silver 94 HDHP (cannot pair with HSA)
Blue Rewards Silver

9

MVP VT Plus
Non-Standard
Silver 94

Standard Silver 94

Co-insurance (%) / Co]Co-insurance (%) / Co] Co-insurance (%) / Co]Co-insurance (%) / Co]Co-insurance (%) / Co-

Service Category (Examples)

Preventive (Prev) $0 $0 0 $0 $0
3 visits per person 3 visits per person
(upto 9 per family) (up to 9 per family)
PCP or Mental withno cost-share; withno cost-share;
- Health (PCP/MH) e O, RS | BEEREENION ) e | i e
Office Visit (OV) applies with co-pay  applies with co-pay
of $30 of $30
Specialist’ $65 Ded., then 25% Ded., then 25% Ded., then $50 Ded., then $60
Urgent Care (UC) $75 'Ded, then25%  'Ded,then25%  Ded.then$50 Ded., then $60
Ambulance (Amb) $100 'Ded, then25%  'Ded,then25%  Ded.then$50  Ded. then $100

Emergency Room (ER) * Ded, then$250  'Ded, then25%  'Ded.then25%  Ded.then$400  Ded., then $350

Inpatient Ded,then40%  'Ded. then25%  'Ded,then25%  Ded. then$1,500  Ded. then 50%

Hospital Services®

Outpatient Ded., then 40% 'Ded., then 25% 'Ded., then 25% Ded., then $1,500  Ded., then $1,400

Rx Generic® Ded,, then$10°  Ded., then $10° Ded., then $5 Ded,, then $5

Rx Preferred Brand® Ded., then $60 Ded., then $40° Ded., then $40° Ded., then 40% Ded., then 50%

Rx Non-Preferred Brand® Ded., then 50% Ded., then 50% Ded., then 50% Ded., then 60% Ded., then 50%

Up to $300 in health

Service Category (Examples)

Preventive (Prev)

PCP or Mental
Health (PCP/MH)

Office Visit (OV)
Specialist’
Urgent Care (UC)
Ambulance (Amb)
Emergency Room (ER) *
Inpatient

Hospital Services"
Outpatient

Rx Generic®
Rx Preferred Brand®

Rx Non-Preferred Brand®

Co-insurance (%) / Cof Co-insurance (%) / Cof Co-insurance (%) / Cof Co-insurance (%) / Co] Co-insurance (%) / Co-

$0 $0 $0 $0 $0
3 visits per person 3 visits per person
(upto 9 per family) (up to 9 per family)
with no cost-share; with no cost-share;
20 Ded, then10%  Ded,then10% " | ioductible  then deductible
applies with co-pay applies with co-pay
of $30 of $10
$40 Ded., then 25% Ded., then 25% Ded., then $50 Ded., then $40
$50 ‘Ded, then25%  'Ded.then25%  Ded., then $50 Ded., then $40
$100 'Ded., then 25% 'Ded., then 25% Ded., then $50 Ded., then $100

Ded,then$250  'Ded. then25%  'Ded,then25%  Ded,then$400  Ded. then $100

Ded., then 40% 'Ded., then 25% 'Ded., then 25% Ded., then $1,500 Ded., then 30%

Ded., then 40% 'Ded., then 25% 'Ded., then 25% Ded., then $1,500 Ded., then $800

Ded,, then$10°  Ded., then $10° Ded., then $5 Ded., then $5

Ded., then $60 Ded., then $40° Ded., then $40° Ded., then 40% Ded., then 40%

Ded., then 50% Ded., then 50% Ded., then 50% Ded., then 60% Ded., then 40%

Up to $300 in health

Service Category (Examples) Co-insurance (%) / Co{Co-insurance (%) / Co{ Co-insurance (%) / Co{Co-insurance (%) / Co{Co-insurance (%) / Co

Preventive (Prev) $0 S0 $0 $0 $0
3 visits per person
(up to 9 per family)
PCP or Mental with no cost-share;
- Health (PCP/MH) $10 Ded., then $0 Ded., then $0 then deductible $5
Office Visit (OV) eIy
of $30
Specialist’ $30 Ded., then $0 Ded., then $0 Ded., then $50 $30
Urgent Care (UC) $40 Ded., then $0 Ded., then $0 Ded., then $50 $30
Ambulance (Amb) $100 Ded., then $0 Ded., then $0 Ded., then $50 $50
Emergency Room (ER) * Ded., then $250 Ded., then $0 Ded., then $0 Ded., then $250 $50
Inpatient Ded,, then 40% Ded., then $0 Ded., then $0 Ded., then $500 10%
Hospital Services®
Outpatient Ded., then 40% Ded., then $0 Ded., then $0 Ded., then $500 $200

Rx Generic® Ded., then $0 Ded., then $0 Ded., then $5
Rx Preferred Brand® Ded., then $50 Ded., then $0 Ded., then $0 Ded., then 40% 20%
Rx Non-Preferred Brand® Ded., then 50% Ded., then $0 Ded., then SO Ded., then 60%

Up to $300 in health

Service Category (Examples)

Preventive (Prev)

PCP or Mental
Health (PCP/MH)

Office Visit (OV)
Specialist’
Urgent Care (UC)
Ambulance (Amb)
Emergency Room (ER) *
Inpatient

Hospital Services"
Outpatient

Rx Generic®
Rx Preferred Brand®

Rx Non-Preferred Brand®

- Individual / Family Deductible/Max. Out-of-Pocket ividual / Family Deductible/Max. Out-of-Pocket ual / Family Deductible/Max. Out-of-Pocket Individual / Family Indi
Integrated Ded.? Y-$1,550/$3,100 Y-$1,550/$3,100 Y -$2,100/ $4,200 N Integrated Ded.? N Y-$1,350/$2,700 Y-$1,300/$2,600 Y -$1,000/$2,000 N Integrated Ded.? N Y-$1,200/ $2,400 Y -$1,200/ $2,400 Y - $200/$400 N Integrated Ded.? N Y -$550/ $1,100 Y - $550/ $1,100 Y -$0/$0 N
Medical Ded.  $2,550/85,100 See above See above See above $1,100/$2,200 MedicalDed.  $2,000/$4,000 See above See above See above $300/$600 Medical Ded. $800/$1,600 See above See above See above $0 Medical Ded. $150/$300 See above See above See above $0
Pre“'li)"::" (R $300/5600 N/A N/A N/A $300/5600 Pms“li)'::" (R $200/4007 N/A N/A N/A $100/$200 Pre“':)p::" (R $150/$300” N/A N/A N/A N/A P’““:)'f::" () $0 See above Semetmn s0 %0
Waived for: Rx Generic Rx Wellness® Rx Wellness® Not Waived Not Waived Waived for: Rx Generic Rx Wellness® Rx Wellness® Not Waived Not Waived Waived for: Rx Generic Not Waived Rx Wellness® Not Waived N/A Waived for: N/A Not Waived Rx Wellness® N/A N/A
Integrated?  Y-$5,700/$11,400 Y-$4,100/$8,200  Y-$4,100/$8,200 Y-$5,700/$11,400  Y-$4,550/ $9,100 Integrated? ¥-$4,500/$9,000  $3,000/$6,000 Y $3,000/$6,000 Y-$5,200/ $10,400 N Integrated? Y-$1,600/$3,200 Y-$1,200/$2,400  Y-$1,200/$2,400  Y-$2,000/ $4,000 N Integrated? Y-$800/$1,600  Y-$550/$1,100  Y-$550/$1,100  Y-$950/$1,900 N
Max. ?&;‘::;“k“ Medical See above See above See above See above Seeabove |V ?;;:;';"ke' Medical See above See above See above See above $4,500/89,000 | ?&;‘::;“k“ Medical See above See above $2,000/84,000 |2 ?;:;::;"ke' Medical See above See above $950/ $1,900
See above See above See above See above
Prescription (Rx)  $1,200/$2,400 $1,350/$2,700 $1,350/52,700 $1,350/52,700 $1,300/52,600 Prescription (Rx)  $1,000/$2,000  Y-$1,350/$2,700  Y-$1,350/$2,700  $1,350/$2,700 $1,300/52,600 Prescription (Rx) $400/$800 $1,350/$2,700 $450/$900 Prescription (Rx) $200/$400 $950/$1,900 $150/$300
Stacked, Embedded or Aggregate?* Stacked® B RIS EE Stacked® Stacked, Embedded or Aggregate?® Stacked® Aggregate® Aggregate® Eﬁifﬁs Stacked® Stacked, Embedded or Aggregate?* Stacked® Aggregate® Aggregate® Aggregate® Stacked® Stacked, Embedded or Aggregate?® Stacked® Aggregate® Aggregate® Aggregate® Stacked®

Co-insurance (%) / Cof Co-insurance (%) / Cof Co-insurance (%) / Cof Co-insurance (%) / Co Co-insurance (%) / Co]

S0 $0 S0 $0 S0
3 visits per person
(up to 9 per family)
with no cost-share;
$5 Ded., then SO Ded., then $0 then deductible $5
applies with co-pay
of $15
$15 Ded., then $0 Ded., then $0 $35 $10
$25 Ded., then $0 Ded., then $0 $35 $10
$50 Ded., then $0 Ded., then $0 $35 $25
Ded., then $75 Ded., then $0 Ded., then $0 $250 $25
Ded., then 10% Ded., then $0 Ded., then $0 $0 5%
Ded., then 10% Ded., then $0 Ded., then $0

Prescription (Rx) Drug Coverage day supply 30-day supply day supply 30-day supply 30-day supply Prescription (Rx) Drug Coverage ay supply 30-day supply 30-day supply y supply 30-day supply Prescription (Rx) Drug Coverage ay supply ay supply day supply 30-day supply 30-day supply Prescription (Rx) Drug Coverage 30-day supply 30-day supply ay supply day supply 30-day supply

Ded., then $0 Ded., then $0
$20 Ded., Then $0 Ded., Then $0 40% 5%
Ded., then $0 Ded., then $0

fdltonal Beneflts ---- fdltional Beneflt ---- fdltonal Beneflts ---- fdltional Beneflt -----

Up to $300 in health

Wellness Benefits N/A N/A N/A N/A Wellness Benefits N/A N/A N/A N/A Wellness Benefits N/A N/A N/A N/A Wellness Benefits N/A N/A N/A N/A
& wellness rewards & wellness rewards & wellness rewards & wellness rewards
Footnotes .
1 Abbreviations -~ Ded: Deductible, Rx: Prescription Drugs, OV: Office Visits, UC: Urgent Care, Amb: Ambulance, Denl:Pediatric Dental Class 1 Series (as indicated by plan), VBID: VT Rate Tier Definition . .
y . - Vermont Household Income Thresholds for Advanced Premium Tax Credits
Value-Based Insurance Design. Tier | - Single One person - the subscriber (may be an adult or a child) " . . .
2 Specialst co-pay also applies to PT/ST/OT, vision, and any alternative medicine benefits, as appropriate. Two persons who are married to each other or are in a civil union (APTC), Vermont Premium Assistance (VPA), and Cost Sharing Reductions (CSR) Important

3ER co-pay is waived if admitted.
4 Hospital Services are Inpatient (including surgery, ICU/NICU, maternity, SNF and MH/SA); Outpatient (including ambulatory surgery centers); and Radiology (MRI, CT,
sharing will also include physician and anesthesia costs, as appropriate.

5 Each insurance carrier classifies drugs according toits own formulary. To see if a specific drug qualifies for the Generic or Preferred co-pay, view the formularies at
http://inf or contact BCBSVT (800-247-2583) o MVP (844-865-0250).

PET). This cost-

6 With an aggregate family deductlble, your family must meet the family deductible before the plan pays benefits. Some HDHP aggregate family deductibles have an embedded

individual maximum out-of-pocket of $7,350 to prevent on:
meet either your individual deductible or your family dedu

vidual from paying the full family maximum out-of-pocket. With a stacked deductible, the plan pays benefits once you

.
7 BCBSVT Standard Silver73 plans have a $300 Rx deductible, and Silver 77 plans have a $200 Rx deductible on brand drugs per person, while MVP Standard Silver73 plans have an Rx
Deductible of $300 on brand drugs for a single plan or $600 for a family plan. BCBSVT Standard Silver8? plans have a $150 Rx Deductible on brand drugs per person, while MVP

Standard Silver87 plans have an Rx Deductible of $150 on brand drugs for a single plan or $300 for the family plan
8 With High Deductible Health Plans (HDHP), you do not have to pay the deductible for Wellness prescriptions. See the BCBSVT and MVP lists of Wellness drugs at
http://infe t

9 This plan includes deductible-waived vision care for qualifying children. See Summary of Benefits and Coverage for details: http://inf t

Plan details - Different plans cover specific drugs and services in different ways. For specifics, contact BCBSVT (800-247-2583) or MVP (844-865-0250).

Tier II - Couple

according to the rules of Vermont

Tier 11l - Single Head of
Household (HoH) with
One or More Child(ren)

Tier IV - Family Couple* with one or more dependent child(ren), up to the age of 26

One adult subscriber and one or more dependent child(ren), up to the
age of 26

NOTES:
« Children age 26 and over may be covered if deemed incapacitated dependents.

« Dependent children include: biological children, adopted children, step-children, and children for whom subscriber is legal guardian.
« Individual market spouse and/or dependents may enroll in their own unique health plans (e.g., dad enrolls in BCBSVT Gold and mom enrolls

in MVP Bronze).

Eligibility

2018 Benefits Determined Based on 2017 Fede

Upper FPL% and annuai | SVr94 | Siver87 | Siver77 | VPAA& Siver73
O o It for (94% AV) | (87% AV) | (77% AV) |(73% AV) CSR Tier| APTC only
CSR Tier | | CSR Tier Il | CSR Tier Ill [\

Household

100% (for

| Poverty Level (FPL)

" 150% 200% 250% 300% 400%
size* reference)
30,150 36,180 48,240
40,600 48,720 64,960
51,050 61,260 81,680
61,500 73,800 98,400
[ $71,950 $86,340 115,120
X 62,400 $98,880 131,840
$37,140 $92,850 111,420 148,560
$41,320 $82,640 | $103,300 123,960 165,280
For each
adaitional $4,180 $6.270 $8,360 | $10.450 $12,540 $16,720

person add

eligible for APTC and CSR

“Housenold size = tax filer + spouse (even if they live apart) + tax filer's dependents. Married couples must fie jointly o be

Once confirmed, plan selections cannot be
changed until the next open enroliment period,
unless someone in your household has a qualifying
event. If your health coverage is cancelled due to
non-payment, you may not be able to get coverage
again until the following January.

Updated 10/12/17



